Bulb Biopsy in Adult
Letters to the Editor of Brunner's glands, lymphoid follicles, and gastric acid ( 1, 3 ) . In our study, many of the disease control patients had an injured bulb mucosa even up to a "fl at lesion", whereas the IgA deposit result was negative in all ( 1 ) . Hence, bulb biopsy should defi nitively be in a diff erent pot than distal duodenal specimens as otherwise wrong positive statements are possible ( 2, 4 ) . When the specimens are in one pot, it is impossible to know for sure which sample is from bulb as Brunner's glands have been demonstrated not to be a histologic feature exclusive of the duodenal bulb ( 5 ) . On the basis of our results, there is an evident need to standardize the defi nition of pathologic features of bulb samples in routine practice and research ( 1 ). We believe that such standardization would improve celiac disease diagnostics. We want to emphasize that, whenever a sectioning is evaluated, orientation of the specimen should be inspected as a part of routine. Marsh class or morphometry result may not be given from tangential cuttings wherein only cross-sections of crypts are seen ( 1 ). Special care should always be taken when establishing celiac disease diagnosis in subjects with negative or low-celiac disease antibody titers and an isolated lesion in the anatomical duodenal bulb. To the Editor: We thank Dr Kurien et al.
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for their important comments regarding the diagnostic value of duodenal bulb biopsies in adult celiac disease patients in paper "Bulb biopsy in adult celiac disease: pros outweigh the cons?" ( 1,2 ). We agree that there is a need for better diagnostic tools, as there are a substantial number of patients without a proper diagnosis in the current diagnostic scheme. Bulb biopsy might have an important part in improving the diagnostic yield, but it must be interpreted with caution as the bulb diff ers morphologically from the distal duodenum. Th e normal villous height-to-crypt depth ratio might be lower in bulb because of the infl uence bulb biopsy and more recently that even in ultra-short celiac disease (bulb only) there are systemic consequences ( 4, 5 ) . Surely the crucial next step is to enlist the help of our pathology colleagues by providing them with bulb biopsies in a separate pot to the second part of the duodenum samples. Th is may improve both interpretation and detection for a group of patients who have signifi cant delays in their diagnosis.
